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INTRODUCTION:  An infected  urachal  cyst  is  one  of  a spectrum  of  presentations  of  urachal  pathology,  all
of  which  are  rare  in  adulthood.
PRESENTATION OF  CASE:  We  report  the  case  of  a 45-year-old  obese  Russian  lady  who  presented  with
a  2-week  history  of  suprapubic  pain  radiating  to the  right  iliac  fossa.  Although  previously  ﬁt and  well,
she  had  a history  of  17 miscarriages.  Both  USS  and  CT  suggested  a complicated  inﬂammatory  mass  in
the  lower  abdomen.  Ultimately  the  diagnosis  was  made  by laparotomy,  which  revealed  an  abscess  of  an
urachal  cyst.  The  infected  cyst  and bladder  dome  were  excised.  The  patient  made  a good  recovery  with
an  uneventful  follow  up.nfected urachal cyst DISCUSSION: Urachal  cysts  are the  commonest  type  of urachal  anomaly.  Infection  is  the  usual  mode  of
presentation  amongst  adult  cases  otherwise  the  condition  usually  remains  asymptomatic.  An  infected
urachal  cyst  is an  important  diagnosis  to make  as complications  include  sepsis,  ﬁstula  formation,  and
rupture  leading  to peritonitis.  Treatment  is  by  complete  excision,  however,  techniques  have  been  debated.
CONCLUSION:  This  is a  rare  but important  diagnosis  however  we  recommend  that  in  patients  with  atypical
histories,  it should  be included  in  the  differential  diagnosis.
Crown Copyright ©  2013 Published by Elsevier Ltd on behalf of Surgical Associates Ltd. Open access under 
 . Introduction
An infected urachal cyst is one of a spectrum of presentations
f urachal pathology, all of which are rare in adulthood. Patients
end to present in a heterogeneous fashion, making diagnosis dif-
cult. Ultrasound (USS), computed tomography (CT) and magnetic
esonance imaging (MRI) will all assist in making this important
iagnosis. Delay in treatment may  have serious consequences as
omplications include sepsis, ﬁstula formation, and rupture lead-
ng to peritonitis. We  present a case of an infected urachal cyst
resenting as an acute abdomen in a middle aged female. We  will
lso discuss the background and review the literature regarding
nfected urachal cysts and their management (Table 1).
.  Presentation of case
A 45-year-old obese Russian lady was admitted via the surgical
dmissions unit with a 2-week history of worsening suprapubic
ain radiating to right iliac fossa. Excluding some intermittent
CC BY-NC-ND license.evers there were no additional symptoms of note. The patient
as previously ﬁt and well, however had a previous history of 17
pontaneous miscarriages.
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ttp://dx.doi.org/10.1016/j.ijscr.2013.02.026Due to the patient’s body habitus abdominal examination was
difﬁcult but revealed an exquisitely tender mass in the suprapubic
region extending into the right iliac fossa. It was around 8 cm × 6 cm
in size and seemed non-ﬂuctuant and mobile. She looked unwell
and was  clinically septic with pulse rate of 105 bpm, respiratory rate
of 28, temperature of 38.8 ◦C and raised inﬂammatory markers. At
this point the patient was started on wide spectrum intravenous
antibiotics.
USS abdomen (see Fig. 1) and CT abdomen and pelvis (see Fig. 2)
revealed a 6.4 cm × 6.1 cm sized inﬂammatory mass in the right
lower abdomen which was inseparable from the rectus abdomi-
nis (above) and small bowel (below). The mass was  multiloculated
and heterogeneous in density. The large bowel appeared nor-
mal.
Due to its multiloculated nature, the mass was not suitable for
aspiration. Given her acute presentation and septic clinical picture
the patient was  taken for an exploratory laparotomy.
The laparotomy was jointly performed by a general surgeon
and urologist and revealed an abscess of an urachal cyst sur-
rounded by an inﬂammatory mass which extended into the
dome of the bladder. The inﬂammatory mass involved the omen-
tum and small bowel. The infected urachal cyst, and bladder
dome were excised and six inches of small bowel was  also
resected.
The patient had an uneventful recovery and was  discharged
on day 8. She was reviewed 6 weeks post-operatively and subse-
quently discharged from any further follow up.
iates Ltd. Open access under CC BY-NC-ND license. 
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Table  1
Radiological ﬁndings of a urachal cyst.
Mode Findings of a non-infected urachal cyst Findings of a infected urachal cyst
USS A smooth edged, cystic lesion in the lower abdominal wall may  be
found.
A thick, irregular wall with mixed internal echogenicity may be seen.
CT A thin walled, homogeneous and non-enhancing cystic mass between
transverse fascia and parietal peritoneum with no connection between
cyst  and other structures.
Irregular and thickening wall and in homogeneous attenuation higher
than water is observed.
MRI A  urachal cyst may  be seen as a well-deﬁned, thin wall cystic structure with sagittal images helpful in demonstrating anomalies between
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rumbilicus  and urinary bladder dome.
For morphologic display, non-infected urachal cysts show homog
Contrast  enhanced studies are needed to improve imaging.
. Discussion
The urachus (or median umbilical ligament), developmentally is
he upper part of the bladder, both of which arise from the ventral
art of the cloaca and allantois.1 Descent of the bladder from the
th month of development into the foetal pelvis pulls the urachus
ith it resulting in the formation of the urachal canal. This canal
rogressively obliterates during foetal life, forming a ﬁbrous tract
n early adult life with no function.At the end of development, the urachus lies between the trans-
erse fascia anteriorly and the peritoneum posteriorly (space of
etzius), surrounded by loose areolar tissue attaching the umbilicus
Fig. 1. USS abdomen showing a large multiloculated cyst of mixed echogenicity.
ig. 2. CT abdo/pelvis showing a large inﬂammatory mass right of midline insepa-
able from the rectus sheath and small bowel.s isointense or hyperintense signals dependent upon image study.
to the bladder dome, being 3–10 cm in length and 8–10 mm in
diameter.
Histologically, it is composed of 3 layers; an innermost layer of
modiﬁed transitional epithelium similar to urothelium, a middle
ﬁbroconnective tissue layer and an outer layer of smooth muscle
continuous with the detrusor.1,2
Incomplete regression of the urachal lumen results in several
anomalies:
a. Urachal sinus. The urachus is patent at its umbilical side, but not
the  bladder, resulting in umbilical mass or inﬂammation with or
without periodic discharge with fever and leucocytosis. A thick-
ened  midline tubular structure below the umbilicus can be seen
by  ultrasound scan (USS).
b. Patent urachus. A persistent communication between bladder
lumen  and umbilicus, leading to urine leakage from the umbili-
cus.  Diagnosis can be made by ﬁstulography or cystography.
c. Urachal diverticulum. The urachus is patent at the bladder
dome. USS can reveal a non-communicating extraluminal ﬂuid-
ﬁlled  structure by the umbilicus. Computerized tomography
(CT)  demonstrating a midline cystic structure at anterosuperior
aspect of the urinary bladder.
d. Urachal cyst. The urachus remains patent between two  end
points  with no connection to the bladder or umbilicus, as shown
in  our case
Urachal cysts are the commonest type of urachal anomaly.
Congenital urachal anomalies are rare (two cases per 300,000
admissions to a paediatric hospital).3 However, their incidence in
adults is unknown with reported cases of urachal cysts since 1882
being fewer than 200 cases amongst adults, presenting between
ages of 20 and 40 years with reports suggesting it is twice as com-
mon in men  as women.4,5 This is supported by the study by Risher
et al.4 who found only 12 adults who displayed urachal anomalies,
with 5 identiﬁed as having urachal cysts within a 31-year review.
Infection  is the usual mode of presentation amongst adult cases
otherwise the condition usually remains asymptomatic.4,6 Various
organisms have been implicated including Escherichia coli, Entero-
coccus faecium and Klebsiella pneumonia.
Patients with infected urachal cysts can present with a wide
range of symptoms, most commonly abdominal pain, fever, umbil-
ical discharge and the feeling of a midline mass. Owing to the
low incidence and heterogeneous presentation patients can be
misdiagnosed.7
Diagnosis is often made following exploratory laparotomy for
an unexplained acute abdomen. Complications of infection include
sepsis, ﬁstula formation, and rupture leading to peritonitis.8 Necro-
tizing fasciitis has also been reported as a rare complication of an
infected urachal cyst.9
Because of the nature of the condition radiographic evaluation
of urachal cyst by USS, CT and/or MRI  is essential for conﬁrming
diagnosis.
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Ultrasound scan can help to make diagnosis in 77% of patients.6
n our case, ultrasound scan was not speciﬁc and CT scan was used
o make both diagnosis and deﬁne its relationship to surrounding
tructures.
Ultimately, surgical intervention is the treatment of choice
ut methods have been debated. Complete excision is important
ecause malignant degeneration of the remnant is possible.4,10,11
raditionally, open excision has been the approach of choice, how-
ver, a laparoscopic approach is also an attractive alternative.12–14
n cases where a pre-operative diagnosis has been made, a
taged approach with antibiotics followed by surgery has been
ecommended.8,15
. Conclusion
This is a rare but important diagnosis however we  recommend
hat in patients with atypical histories, it should be included in the
ifferential diagnosis.
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